Section of Ophthalmology 891 epithelium, which proliferated on the choroidal side of the mass and tracked into the mass, and the haemorrhage must have been in front of the pigmented epithelium, and not from the choroid.
A Case of Retrobulbar Neuritis, masked by Choroiditis and due to Latent Sinusitis.
By ROSA FORD, M.B.
THE patient is a woman aged 40, who in 1923 complained of beadache and blindness. During the next seven years she grew worse in spite of every treatment that could be suggested by the most thorough investigation. Then she responded to drainage of the nasal accessory sinuses, though none of the usual indications of sinusitis were present.
There were some patches of choroiditis in each eye, and these were at first thought to account for the blindness. I think most of us, looking at such fundi, would have thought the same. Yet' since March of last year her sight has been largely restored, though the choroidal patches are much as they were, so that there must have been a second factor. This second factor is also suggested by a comparison of the fundi with the fields of vision.
I am able to show four pictures of the fundi, the first three of which have been kindly lent me by Mr. Rayner Batten.
In the right fundus, in 1923, there were two recent patches of retino-choroiditis and the fundus was veiled by a vitreous haze. In 1924, the patches had become atrophic and the vitreous had cleared. This picture also represents the present condition.
The right field ( fig. 1 ), in March 1930, showed a scotoma corresponding to the central choroidal patch, but the scotoma corresponding to the peripheral patch was merged in a marked general contraction of the field, which for 1/2000 reached the fixation point on one side.
In the left fundus in 1923 there was a patch of choroidal atrophy below the disc, and by 1930 additional patches had developed between this and the fovea.
The left field ( fig. 2 ), in March, 1930, showed a centro-caecal scotoma corresponding to the choroidal patches, but also a still more marked general contraction of the field than in the right eye, which for 1/2000 overlapped the fixation point on one side.
For these large field defects, apart from the choroidal scotomata, there was nothing in the eyes to account. They must therefore be referred to the nerve tissue behind the eye, and as they are of pre-chiasmal type, to the two optic nerves.
I have called the condition retrobulbar neuritis, and I think that the pallor of the outer half of the left disc suggests that there is actual neuritis on the left side, though I believe that the field defects were mainly due to pressure on the nerves from inflammatory cedema.
I want now to contrast these fields with those taken after seven weeks' continuous drainage of the nasal accessory sinuses.
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The right field ( fig. 3 ) is markedly widened, and in particular the border of the 1/2000 field has retreated from the fixation point. The choroidal scotoma remains as before, The left field ( fig. 4 ) also shows marked widening, and that edge of the 1/2000 field which overlapped the fixation point and was rounded in shape, suggesting an advancing lesion, is now flattened, suggesting rather retreat. The centro-cmecal choroidal scotoma remains much the same, but for 3/2000 is now separated from the peripheral contraction. The widening of the fields is shown still more strikingly by the perimeter. Figs. 5 and 6 show the right and left fields respectively before drainage, and figs. 7 and 8 those after drainlage of the nasal sinuses. C:entral vision shows a corresponding improvement. Through the kindness of Mr. Batten, I have been able to see the hospital notes, and the records show that the right vision had never been higher than Afor 3 years. It had now become # (3). Left vision had been < 16 for 6 months. It was now (1).
Recovery of sight was accompanied by relief of pain, and this woman who for a year past had been unable to work-except for an unsuccessful two months' struggle in the middle-by reason of severe daily headache, and vision often too dim to distinguish objects clearly, has now been back at her work as a parlourmaid for eight months with practically no disability.
There are two points in this case which seem to me important. First, that behind the obvious choroiditis lay hidden an unsuspected and more dangerous retrobulbar neuritis. I am afraid that in the past the presence of a fundus lesion has usually seemed to me sufficient cause for blindness. This case suggests to me that in future it will be unsafe to attribute blindness to any fundus lesion unless a scotometer record has excluded the possibility of an accompanying nerve lesion.
But if my diagnosis is correct, it is the presence of an unsuspected sinusitis that is of primary importance in this case. The prompt and permanent response to drainage of the sinuses, as regards both defective vision a,nd pain, especially when this is contrasted with the entire failure to respond to every other kind of treatment during seven years, seems further proof, as does also an occurrence after the patienlt's return to work, when a four days' headache, with a return of dimness of vision, was followed by discharge of pus and blood from the right side of the nose, with relief of the pain and clearing of sight.
Yet if this was sinusitis all the usutal signs of sinus disease were absent. She had no catarrh nor any history of previous catarrh. Clinical examination of the Section of Ophthalmology 895 nose was negative, radiological examination threw suspicion on the right antrum, but when this was irrigated the washings returned clear. Even an intranasal operation, undertaken empirically-resection of the septum and right partial middle turbinectomy-revealed no pus or any other indication of sinusitis. Thus, the case remained undiagnosed, for although there appeared nothing to indicate sinusitis, there was equally nothing to indicate anything else, and this in spite of the fact that the patient had given every facility for diagnosis. She had been an out-patient of a London Eye Hospital during the whole seven years, and was also an in-patient four times in three other London hospitals, one of them a nerve hospital in which she twice spent two months. Yet one after another, ophthalmologist, neurologist and rhinologist, had finally confessed that they could find no cause for her choroiditis, could do nothing to relieve her symptoms and could only advise her to link up with the blind. If I am right, and there was, all the time, disease in the sinuses, active enough to reduce the patient to the verge of despair from constant pain and fear of complete blindness, with every door of hope closed to her, yet so entirely concealed as to evade detection by experts during seven yeers, I want to suggest that the diagnosis of closed sinusitis is a matter for our urgent consideration, for, in my experience, this is no isolated case, but merely one in which the facts are particularly well attested and the recovery particularly striking.
There seems to me but one possible sign of closed sinusitis, viz., that afforded by the scotometer, and I think this case shows that such evidenoe is reliable, even when it receives no clinical or radiological support.
DiscUs8ion.-Mr. RAYNER D. BATTEN said that this case was tinder his care for several years, and he congratulated Miss Ford on both her diagnosis and her treatment of it. He thought one could accept the retrobulbar neuritis as having been proved.
In regard to the sinusitis, however, there were great difficulties. The woman must have had attacks of choroiditis previous to seeing him in 1923 ; she had had them over a long series of years. If one sent a patient to the rhinologist and the laryfigologist and a negative 896 40 41 Section of Ophthalmology 897 report was returned, what was the ophthalmologist to do ? In hospital the specialties were in more or less watertight compartments. Despite the treatment she had, the vision never recovered. He thought Miss Ford ought to read this paper before the Section of Laryngology, as it was specialists in that department who failed to diagnose the condition. Members would be interested to know what form of treatrnent Miss Ford carried out in draining the sinus for seven weeks. Also, to what extent did she consider this patient was cured? Would she still be likely to have recurrent attacks ? As she now had 6 vision, the marked improvement was proved.
Mr. RANSOM PICKARD said that apparently Miss Ford had proved her case conclusively. Probably all ophthalmologists, from time to time, had cases which they referred to nose specialists, and generally the report was a negative one. It seemed to be the idea that if there was no pain there was no affection of the sinuses. In the present case, however, there was pain. Miss Ford said that at one stage the patient returned to work and then had a recurrence of the pain, followed by a discharge of pus. Surely that pus must have come from some sinus. He would like to know whether any pus was apparent in the early stages of treatment, i.e., when the glycerine was first used.
Miss FORD (in reply) said that her experience with the rhinologists had been the same as Mr. Pickard's. It was during the last four or five years that she had been struggling with these cases, and she had constantly had a negative opinion given by rhinologists. One reason for bringing the paper forward was that until Members of this Section were convinced that these cases were primarily rhinological, rhinologists could not be expected to do anything in regard to them, because the noses of these patients appeared healthy. In the present case the patient's nose was packed with six inches of 1 in. wide gauze soaked in equal parts of glycerine and water, to which was added 10% argyrol. On some days this was done twice, on other days once, and the gauze was left in from four to five hours. She (the speaker) could not be certain whether pus came away or not, as the withdrawal was done by somebody else. A large amount of mucus came away, but the argyrol stain would tend to disguise pus.
She had a very remarkable case in a man with no catarrh. He bad seen three or four rhinologists, who said that his nose was healthy. She packed the nose, and after a fortnight a continuous quantity of yellow pus came away.
She did not think this present patient was cured, but that was the business of the rhinologist; she (the speaker) had done her part, namely, in diagnosing the condition.
Recurrent Vascular Keratitis of Unknown Origin. By J. H. DOGGART, F.R.C.S. THESE observations are founded on a series of twelve patients suffering from recurrent corneal attacks in which the clinical picture is dominated by the formation of superficial new vessels. Vascularization of the anterior layers of the cornea is a prominent feature of several common disorders, particularly phlyctenular disease, trachoma, acne rosacea keratitis, and trichiasis. Persistent vessels are also frequently seen in the scars left by past ulceration, as exemplified by irritable nebulme following measles. They also occur in many of the rarer corneal conditions, which need not here receive individual mention. The cases that form the subject of this paper seem, however, to be free from all those disorders which we usually associate with the development of new vessels on the cornea. This series consists of seven men and five women, whose ages range from 18 to 62 years. No constant occupational factor could be detected, but three of the men had long been exposed to a dusty atmosphere at their work. Several of the men had septic teeth, but none complained of any disturbance in general health. Of the women, one had suffered for years from polyarticular arthritis; another had survived many illnesses, including cholecystitis, gastric ulcer, and mastoiditis; the remaining three were healthy.
Mode of onset and clinical course.-In four cases the trouble began with a marginal ulcer of one cornea. In five others the corneal invasion followed repeated attacks of conjunctivitis. Keratitis without ulceration marked the early stages in the
